In the end, I only hope that I get more opportunities to serve my psychiatry and provide care to my patients in best possible way; not to cover up the credits that psychiatry has provided me with, but with the moral and willful duty to do so!! Let us unite! We, the young blood, can bring these changes in Psychiatry of India in a phenomenal way in the world of rapidly evolving psychiatry. The world who has finally realized the importance of psychiatry a bit late; but it has gained its worthy place globally.
…Gaining better insights and working tirelessly to contribute a bit to my country! Jai Hind! Financial support and sponsorship Nil.
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Farmers' suicide and agrarian crisis: Social policy and public mental health capitalism, trade liberalization) without sufficient rural preparedness (widespread land reform), that resulted in a deflationary impact (slow output growth, deficient demand, and high unemployment). [3] Additional decline of national investment in rural development, agriculture, and irrigation projects has further added to the crisis. At the local and individual farmer level, rising cost on inputs (seeds, electricity, and fertilizers), nonavailability of easy credits, and poor protection against unpredictable outputs have been the proximate causes of farmer distress and suicide. Thus, the larger issues of socioeconomic policies and the historical imbalance in India's social development need a look to find the "root cause." Hence, the solutions, besides those recommended by the editorial, [1] would look toward stabilizing rural livelihood through macroeconomic policy change (expansionary policies to generate employment and income financed through progressive taxation), community collectivization and pooling of risks, and restrained centralization of (national economic decision-making) power at the hands of trans-national corporations. [3] Therefore, public mental health needs different research methods, [2] and importantly mental health professionals Sir,
The interesting editorial on farmers' suicides [1] aptly argues for the immense role of the state to prevent such calamity, rather than by the mental health services. It rightly points to the role of socioeconomic factors particularly acute economic stress (debts). The solutions thus offered are farmland pooling, irrigation management, modern farming education, fair loan facilities and minimum support price, alternative income avenues, and farmer and crop insurance.
Besides this, a few important issues also require mention merely for education and importantly for active involvement. First, the National Crime Records Bureau data which is an underestimate considering; (i) suicide generally is underreported in government figures and (ii) landless (tenant) farmers and women farmers (who have high indebtedness and suicide rates) are left out of the definition of "farmers" hence shrinking the rates of farmers' suicide. [2] Second, it is in relation to the diagnosis of the problem. Yes, it is true that indebtedness is a problem, but why do farmers in India suffer such debt need a nuanced look. Although contested, agrarian crisis as a cause refers to the change in farm sector post 1990s when socioeconomic policies in India shifted to an open market system (finance This is an open access article distributed under the terms of the Creative Commons Attribution-NonCommercial-ShareAlike 3.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as the author is credited and the new creations are licensed under the identical terms.
From compliance to adherence: Changing views, changing concepts
nonadherent patients who did not follow-up for treatment were not assessed in this study. Contacting this group with letters and phone calls might have helped capture the entire spectrum of nonadherence.
Although the 80% figure is a commonly used cutoff to define nonadherence, its appropriateness has been questioned. [4] The impact of nonadherence is not only dependent on the percentage of missing doses but also on the disease, the timing of nonadherence, and the medication. [5] Furthermore, the complexity of assessing adherence increases when patients are prescribed more than one drug. It is not clear how Rao et al. [1] assessed such patients. In this context, being nonadherent to antipsychotics in their study would have had different implications for schizophrenia and mood disorder patients.
Persistence describes the continuation of treatment for the prescribed period. It is the duration between initiation and discontinuation of therapy. [4] Rao et al. used the concepts of adherence and persistence interchangeably. [1] Last but not least, in Rao et al.'s study, [1] if a compliant patient was one who took medication for at least 80% of the time in the past year (i.e., for at least 292 days), he could have been noncompliant for up to 72 days; he could have relapsed Sir, Rao et al. [1] studied persistence with medication use in patients with psychosis. We were struck by their use of "compliance" as a descriptor of patient behavior. Compliance denotes the conformity of patient behavior to treatment recommendations. It places the onus of noncompliance entirely on the patient and implies that noncompliant patients are uncooperative and untrustworthy. Adherence, on the other hand, is a value-neutral term that considers patient participation in treatment as a shared decision-making process. [2] Adherence is a complex and dynamic construct. The taxonomy of adherence comprises three components: initiation as taking the first dose of medication, implementation as conformity to the advised regime, and discontinuation as no longer taking the medication. [3] Implementation nonadherence includes missing doses, not taking the prescribed dose, and not following the frequency and specified time of drug intake. [3] By considering only missing doses, Rao et al. [1] measured a subcomponent of adherence. [1] Of note, in their study even the "noncompliant" patients were adherent to outpatient follow-up for one year; they were thus actually partially adherent. The completely
